Dr. F. PARKES WEBER said he thought the evidence of alcoholism should be again carefully investigated in this case. The cases of hepatic cirrhosis in children that he had seen had apparently not been due to alcoholism, but some cases had in the past been described that seemed to be really alcoholic in origin. The hard liver, extending a little below the costal margin, in the boy now shown, corresponded to what was often found in cases of alcoholic cirrhosis in adults, in a quiescent stage, when the liver cells were functioning well, though a considerable degree of hepatic fibrosis had already developed.
Carcinoma of the Suprarenal. By G. E. NELIGAN, F.R.C.S. (shown by Mr. V. Dix).
F. M., FEMALE, aged 5 years.
History.-For about six months the mother had noticed an increase in size of the child's abdomen. This had been more conspicuous during the two months before admission. The child had complained occasionally of abdominal pain. She had appeared also to be growing up rather rapidly.
Previous History.-Negative. Family History.-Negative. On Admission. -(February 16, 1928 .) The child looked several years older than her age. There was great distension of the abdomen and the left side was filled by a hard fixed smooth tumour. The tumour was dull on percussion and did not move with respiration. There was no enlargement of the liver. The pubic hair was well developed.
Progress.-On April 27 Mr. Neligan performed a laparotomy. A tumour was found to be fixed to the posterior abdominal wall and also to the upper pole of the left kidney. The tumour and the left kidney were excised. The child has made an uninterrupted recovery. Pathological Report.-Solid polygonal and giant-celled carcinoma of suprarenal.
[Specimen shown.] DiscU88ion.-Mr. G. E. WAUGH (President) said that there was one point about this case which he raised with hesitation because he was not present at the operation. The child seemed to be in an extraordinarily good state of health, and that was strange when a carcinoma of the suprarenal had reached such a large size. Looking at the specimen without being able to handle it, it appeared to him that it did not seem to have the relationship that an adrenal tumour-especially when the tumour was of a malignant nature-should bear to the kidney. With real adrenal tumours of such a size one could not separate them from the upper pole of the kidney. In the present case the kidney was symmetrically arranged with regard to the whole of the growth, and fell into the category of hypernephromata. He did not know whether those who saw the operation would regard that as an alternative explanation.
Mr. HUGH CAIRNS said he saw this child before operation and she was, at that time, decidedly cachectic. Looking at the case casually it then seemed that there could only be one outcome of operation and that an unfavourable one. After the surprising success of the operation there had been an amazing change for the better in general health. Achondroplasia in the Third Generation.
By DONALD HUNTER, M.D. JENNY DORFMAN, III 5, female, aged 13 years. The mother, II 6, is a short woman (52 in.) of normal proportions ( fig. 1 ). She was born in Poland. In 1914 she was admitted to the London Hospital (Dr. Maxwell) as a full term primigravida with a small pelvis (interspinous, 8i in., JUNE-CH. 2 * Hunter: Achondroplasia in the Third Generation intercristal, 9i in., diagonal conjugate, 31 in.). The child, III 5, was delivered after a difficult labour (twenty-eight hours) and weighed 4' lb. She was breast-fed till 18 months, at which time she was treated for rickets, and wore a poroplastic jacket for some time. She had her first tooth at 6 months and walked just before the age of 3 years. At 7 she was sent to a special school of the L.C.C. She is very intelligent and reads and writes well.
Height 37i in. (fig. 1 ). Head and face disproportionately large for height. Circumference of head 20i in. Bridge of nose depressed and broadened, nostrils FIG. 1. (Photograph taken in 1925.) rather wide. Looks much older than her age. The limbs are short and the shortening affects the proximal more than the mesial segments. Distal extremities of fingers extend only to great trochanters. The fingers show an approximation to equality in length, but the trident hand is not present. Lower ends of radius and ulna prominent. Gait, "waddling." The soft tissues of the limbs seem to be increased so that the skin folds, especially on the thighs, are exaggerated. Upper end of tibia broad and prominent. No beading of ribs. Lordosis with prominent abdomen and buttocks. There is also a lower dorsal kyphosis which is not rigid. No further abnormality found in chest, abdomen, or nervous system.
Radiograms.-Shortening of base of skull with a large calvarium. Humerus and femur much shortened. Diaphyses widened, at ends of long bones and epiphyses enlarged, especially at upper end of tibia and lower end of femur. Left humerus and left radius curved; other long bones straight. Dorsal spine normal. Small pelvis, wide sacro-iliac synchondrosis and deep acetabula. (Dr. G. E. Vilvandr6.)
The father, Leon Dorfman, II 7, is a typical achondroplasic (fig. 2 The paternal grandmother, I 2, according to descriptions, was rather short but of normal proportions. of which twenty showed cases occurring in two or more generations. Their series of cases suggests that the female sex is more predisposed than the male, for they found amongst 126 cases, 70 
